Introduction
When a new operation is introduced it tends to gather momentum as it becomes established, and early results may lead to overenthusiasm for it. As the time passes disillusion may set in as the disadvantages as well as the advantages become apparent, and only then can it find its correct place in the surgeon's armoury. This pattern has been common with cardiac operations, and is now being seen with the use of prostheses in the treatment of mitral valve disease.
It has been suggested Effler et al. (1965) that restenosis is an indication for valve replacement, that heavy calcification is apt to lead to poor results after simple valvotomy, and that where a mitral valve is incompetent it should be replaced.
The results of second operations for mitral stenosis, though not as good as those of primary ones, are adequate (Belcher and Gupta, 1964) , and valve prostheses would have to show themselves to be much more trouble-free than they are now before it could be established that they could produce results superior to those of simple transventricular valvotomy. It is therefore not proposed to discuss this indication further here. The bases of the other two indications have been studied. Surgical treatment of mitral valve disease was established many years before the advent of the bypass techniques which enabled surgeons to consider valve replacement. During this time many patients with valves which might now be considered for replacement were treated by valvotomy. A study of those patients who had a valvotomy between 1952 and the end of 1960 has been made; they had one or more of three conditions -namely, mitral incompetence before operation, mitral incompetence after valvotomy, or heavy calcification of the valve. The long-term results in these groups are compared with those in patients who had a valvotomy during the same period but had neither incompetence nor heavy calcification of the valve.
Method and Material
In all, the records of 402 patients were studied. AUl had their primary operation between 1952 and the end of 1960, mostly by the knife-nd-finger-fracture method ; some subsequently had second and even third operations. The great majority were seen in the outpatient department during the past year, but some who live at a distance were contacted either * Middlescx and London Chest Hospitals.
by post or through their doctor. Touch was lost with 32, either because of their departure abroad or for administrative reasons; of these, 17 were in the group with simple mitral steno3is, and 15 were in the other groups under consideration-proportions roughly similar to those of the group the follow-up for which is available.
The method of assessment of the results was essentially subjective, coupled with observation of signs of congestive failure when these were present. This method is open to criticism, but the same criteria were used for each group and such objective methods of assessment as E.C.G. changes, radiographic changes, and the alteration of the character of the murmurs are notoriously unreliable, and catheter studies were clearly out of the question in a series of this size. Exercise-tolerance tests were not done.
Operative death was defined as death in hospital after operation. Late death is self-explanatory, but many patients in this group clearly died of restenosis. Restenosis was defined as stenosis severe enough to justify a second operation, and for that operation to have been done. Exercise tolerance was assessed at the last follow-up attendance, and was put into one of four categories: " excellent," " good," " fair," or " poor." All patients who subsequently had valve replacement or repair were put into the " poor" group. For the purposes of this paper the first two were included under one heading and the last two were also combined. The number of poor results depended largely on the efficiency of the follow-up and the selection of patients for surgery. Any patient found to have a poor result at follow-up who had deteriorated after initial improvement was considered for a second valvotomy, and those who had been found to have dominant mitral incompetence were considered for valve replacement. Because (Belcher, 1956 ). (11%) 11 (22% ) 10 (300o) 21 ( Table I shows the results. Each patient had the regurgitation graded before any attempt was made to undertake valvotomy. The results are compared with those of the 214 patients with pure stenosis. The figures show that the presence of incompetence had no influence on the operative mortality, but had a considerable influence on the number of late deaths. These rose steadily as the severity of the incompetence increased, until three-quarters of those with severe incompetence were found to be dead. On the other hand, the proportion of patients who were thought to have a good result was highest in those with no incompetence and fell steadily as the grade of incompetence increased, there being only one in this category among those with severe leaks. For reasons already given, the proportions with poor results were much the same in each group. The incidence of restenosis was almost the same in the first three groups, but, rather surprisingly, there were four patients who undoubtedly had severe incompetence when they were first operated on, and who, at their second operation, two of which were open, were found to have dominant stenosis.
It was thought possible that the association of heavy calcification with the incompetence in 45 cases might be chiefly responsible for the poor results. Table II compares the groups when patients with heavy calcification have been excluded. It can be seen that, though the results in grade 1 regurgitation now approached those in patients with pure stenosis, the results in the other two groups were very little affected by the withdrawal of those patients with heavily calcified valves. (Belcher, 1964) , as suture is unlikely to be successful, conservatism may be justified, and the valve should be replaced only when it is quite certain that the patient would not survive the immediate postoperative period if this were not done.
Calcification of the Valve
There were 75 patients (21 %) in whom the valve was described as "heavily calcified " at operation. Of (Table I and Table V) . and, secondly, that closed mitral valvotomy is justifiable in the many centres where is it being done without the immediate availability of bypass facilities.
The results following minor tears need explanation. The reason for the high proportion of good results (62%) is the low incidence of restenosis. If it is believed that restenosis is an inexorable process after valvotomy, and there is some evidence for this belief, then the larger the orifice left behind after valvotomy the longer it will take for this orifice to be reduced to a critical size. If, as well as the split of the commissures after a valvotomy, there is also a tear of a cusp, then the area of the mitral orifice may be larger than normal, and it will then take longer before the symptoms of restenosis develop.
The conclusions drawn from the facts presented may seem conservative. This 
